pressure that was refractory to aggressive medical management. Three days later, a perfusion scan revealed no evidence of intracerebral perfusion, she was unresponsive to stimuli, and she died.
Autopsy revealed diffuse leptomeningeal oligodendrogliomatosis, including the leptomeninges of the right optic nerve, with an intramedullary spinal cord component. The left eye had an amelanotic 3.0ϫ2.5ϫ1.0-mm mass in the choroid posteriorly ( Figure 1A ). The tumor cells had lightly eosinophilic cytoplasm and were organized as cords, nests, and ducts in a myxoid stroma containing spindle cells ( Figure 1B ). Ducts were best seen in the sections immunostained for cytokeratin and S-100 protein (Figure 2A and B) . Some of the tumor cells had clear cytoplasm. Approximately 95% of the cells were immunoreactive with the pancytokeratin antibody AE1/AE3 (Figure 2A) , and all of the cells expressed cytokeratin 7 and S-100 protein ( Figure 2B ). Vimentin ( Figure 2C ) and calponin ( Figure 2D) were expressed by about 60% of the tumor cells, mostly in the central region of the tumor; smooth muscle actin expression had a similar distribution. Near the center of the tumor there was expression of CD57 between tumor cells, but the tumor peripherally was devoid of staining. There was only focal staining for epithelial membrane antigen (1% of cells), and only 1 tumor cell was undergoing DNA synthesis as evidenced by nuclear staining for Ki-67 antigen. The tumor cells did not express cytokeratin 20, neuroendocrine markers (chromogranin, synaptophysin, and neuron-specific enolase), p63 protein, gross cystic disease fluid protein 15, CD10, CD30, CD56, renal cell carcinoma antigen, CDX2, thyroid transcription factor 1, glial fibrillary acidic protein, WT1 protein, placental alkaline phosphatase, or ␣-fetoprotein, and they did not react with a cocktail of HMB-45/MART-1 antibodies.
Comment. Mixed tumors, myoepitheliomas, and parachordomas are extremely rare soft-tissue neoplasms thought to represent a continuum of myoepithelial tumors distinguishable based on their morphology. 3, 4 The tumor in this patient was classified as a mixed tumor owing to the presence of ducts as a minor component of the tumor. 4 Immunohistochemical analysis confirmed the identity of this choroidal neoplasm as a mixed tumor owing to the expression of cytokeratin, S-100 protein, vimentin, and calponin by tumor cells. 3, 4 The tumor was deemed benign based on the lack of cytological atypia 3 and the negligible proliferation rate.
Myoepithelial cells are normal constituents of salivary, lacrimal, mammary, and sweat glands. 5 They are located within the epithelial basement membrane of secretory and terminal ductules and serve a contractile function. 5 Myoepithelial cells have not been reported within the normal human eye to my knowledge, although ectopic lacrimal tissue containing myoepithelial cells occurs rarely within the eye. 6 Based on the hypotheses surrounding the origin of intraocular ectopic lacrimal tissue, 6 I postulate that this mixed tumor of the choroid arose from aberrant implantation of embryonic cells that were destined to become lacrimal gland myoepithelium.
Socioeconomic Status and Choroidal Melanoma in Scotland
T he adverse effect of socioeconomic deprivation on health and mortality is well recognized in the United Kingdom, particularly for health inequalities in Scotland. 1, 2 We evaluated the demographic characteristics and audited the management of our patients with choroidal melanoma at the only ocular oncology tertiary referral center in Scotland.
Methods.
A retrospective record review was performed for clinical details at the first visit and subsequent treatments since January 1, 1994, for all patients with choroidal melanoma examined at the National Ocular Oncology Service at Tennent Institute of Ophthalmology, Glasgow, Scotland. All cases of choroidal melanoma in Scotland are referred from local ophthalmologists, general practitioners, and primary eye services to this center for initial evaluation. Choroidal melanoma was diagnosed via clinical appearance and ultrasonographic findings. Home address postcode was used to determine the Scottish Index of Multiple Deprivation score and correlated with the distribution of incidence and treatment modality. The Scottish Index of Multiple Deprivation records 7 domains (current income, employment, health, education skills and training, geographic access to services, housing, and crime). The data zones are ranked from most deprived (score of 1) to least deprived (score of 6505), leading to a picture of relative area deprivation across Scotland (http://www.scotland.gov.uk/Topics /Statistics/SIMD).
Results.
A total of 536 patients were identified from January 1, 1994, to December 31, 2008, equating to 35.7 cases/ year with an annual incidence of 7 per 1 million population. Mean (SD) age at the initial visit was 63.8 (13.7) years; 54.1% of the patients were male; and 50.4% of the lesions occurred in the right eye. All patients had unilateral pathological findings. The average wait from reAlan D. Proia, MD, PhD ferral to the first review at the ophthalmic oncology clinic was 17 days. Among the patients, 42.1% had an initial visual acuity of 6/9 or better and 28.8% had an initial visual acuity of 6/60 or worse. The lesion diameter was less than 10 mm (small) for 50.4% of patients, 10 to 15 mm (medium) for 38.3%, and greater than 15 mm (large) for 11.3%. There were 630 interventions, including ruthenium plaque radiotherapy for 51.1%, proton beam radiotherapy for 26.4%, and enucleation for 18.3% (8.2% primary enucleation). Other interventions included cataract surgery, vitrectomy, and local resection. No treatment group was normally distributed (P Ͻ .005). There was no significant difference in the median Scottish Index of Multiple Deprivation scores between the main treatment groups (Kruskal-Wallis P=.91) (Figure) .
Comment. The demographic characteristics of our patients are comparable to those of patients in other documented studies of uveal melanoma. [3] [4] [5] The literature does not appear to describe clear risk factors for this uncommon malignant neoplasm. In keeping with this, socioeconomic status was not found to be a significant factor for choroidal melanoma or subsequent treatment modality in this study. This was remarkable as social deprivation has been strongly associated with poor attendance at retinal screening events for diabetic eye disease and with subsequent poor outcomes. 6 We initially expected patients from a higher area of deprivation to make their initial visit later and therefore have a higher rate of enucleation. This was not found to be the case. The patients' address (postcode) did not appear to influence management of their condition. The distribution of choroidal melanoma in Scotland was not seen to be more prevalent in any particular socioeconomic group. This is particularly relevant as the Scottish Executive has recently released funding to enable optometric practices to provide subsidized initial consultations. This is intended to improve and streamline referrals to hospital eye services. Further awareness of these subsidized services in all socioeconomic groups could result in earlier detection and influence subsequent management of uveal melanoma. This could play a future role in maintaining a low enucleation rate. 1 We report a case of endogenous GBS endophthalmitis occurring as a presenting sign of precursor T-cell acute lymphoblastic leukemia. To our knowledge, this is the first reported case of acute lymphoblastic leukemia manifesting as GBS endophthalmitis.
Report of a Case.
A 56-year-old man was in good health until developing a febrile illness 6 days prior to his first visit, followed 3 days later by the onset of redness and photophobia in the right eye. He was evaluated for presumed uveitis and treated hourly with topical steroid eyedrops, but he was referred to the uveitis clinic owing to 
